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 2009 FALL PRE-SEASON BASKETBALL CLINICS 
Located at Horace Mann Middle School Franklin 

 
 
DATES & TIMES:    Wednesday Nights (7:30- 9:00pm): September 2, 9, 16 & 23    
                                        Thursday Nights (7:30-9:00pm): September 3, 10, 17 & 24 
                                        Friday Nights (7:00-9:00m) September 11 & 18 
 
*Circle the sessions you would like to attend, you can mix nights (Minimum 3 sessions, 
maximum 10 sessions) Includes 60 minutes of drills & 30 minutes of games  
 
AGES:    Boys and Girls Grades 3-8     
 
LIMITED ENROLLMENT: Registration will be done on a first come first serve basis and is 

limited to approximately 30 participants per session. Walk in 
registration will be allowed if clinic is not filled.  

 
CONTACT & MAILING:  Jim Edgehill - Tomorrow’s Stars 2 Pearly Lane Franklin, MA 02038 

(508) 387-7979 email: starsbbpride@yahoo.com   
 
TUITION:   $20 for each session (Minimal of 3 sessions and maximum of 10) 
                                              *Please make check payable to Jim Edgehill  
     
 
 
 
Name (print) __________________________________D.O.B __________AGE ______ Shirt Size _________ 
 
Address _____________________________City________________ State_______ Zip____________ 
 
Telephone (home) ________________________  Work ___________________________ 
 
Emergency Contact ______________________ Telephone ________________________ 
 
Email Address _____________________________________________________________ 
 
Healthcare Provider_______________________ Member Policy # ___________________ 
 
I hereby give permission for my child to participate in all activities of the Tomorrow’s Stars Fall Clinic 
I, the undersigned, submit my son/daughter is physically fit to participate in strenuous athletic activity, and 
waive Tomorrow’s Stars of any and all responsibility for injury or illness. I hereby authorize the directors of 
Tomorrow’s stars to act for me accordingly to their best judgment in any emergency requiring medical 
attention. I also understand that I am solely responsible for the payment of any such medical expenses and 
must provide the clinic with proof of medical and accident insurance. 
 
Signature of Parent or Guardian _________________________________  Date _________________ 



 


